There can be no question that the experience of recent years has established the operation for inflammation of the appendix vermiformis as a valuable addition to surgical resources. But there are two points on which the last word will not have been said for many years to come, viz., the time to operate and the mode of operating.
Under the first head we are met by difficulties, because the diagnosis is uncertain between this disease in its acute form and various other abdominal affections. By the accumulation of experience we are gradually gaining definition, but a certain number of cases remain in which the chief features are the symptoms of obstruction of the bowels, accompanied or followed by peritonitis, and in which the signs of localization are deficient. Fortunately, in most of them the determination to operate is arrived at through similar considerations, and usually only the mode of operating is influenced by the want of accuracy.
But even when we can attain a fair assurance that we have to deal with a case of typhlitis?and I include under the title inflammation of its appendix?there are serious difficulties in fixing the proper moment to interfere. We meet with three distinct varieties of the disease, which we may call the diffuse, the localized, and the relapsing.
In the first, with or after more or less indication of origin in the region of the caecum, there is speedily developed a general peritonitis, which peritonitis may remain adhesive and may ultimately subside, or may pass immediately or quickly into the purulent condition, and then, if left to itself, it inevitably ends in death. The general principles by which one should be guided are sufficiently plain. The moment it is ascertained that the peritonitis is purulent, laparotomy must be performed; and again a patient ought not to be allowed to succumb to the disease without an operative attempt to relieve him of the origin of his danger. I do not intend to discuss the mode of arriving practically at a knowledge of these points. Every one must admit that they involve a most anxious consideration of the most minute details in each individual case, and that we are only beginning to arrive at a due recognition of the value of symptoms. May I merely, in passing, draw attention to the relation of pulse to temperature as valuable, and to doughiness on palpation and on rectal examination as worthy of consideration.
In the second, the localized variety, the guide to operation is the presence of pus.
Again the principle is easy, but the practice by no means so simple. Still, the ordinary rules which enable you to detect deep-seated pus in any part of the body are entirely applicable, and it is better to err on the side of operating too soon than to run the risk of the abscess opening into a viscus or the general cavity of the peritoneum.
In In operating in that class of case in which the inflammatory action is localized in the region of the caecum, the situation of the incision will be determined by the indications of purulent collection, always with a tendency towards the point opposite the anterior superior spine, which experience has shown is most convenient for reaching the appendix. Not that any very strenuous exertion should be made to reach and remove that structure. There is risk by too great energy of opening into the general peritoneal cavity, but if amidst the pus the appendix can be found, it is well to ligature and cut it off. Undoubtedly some of these abscesses are not connected with the appendix, but with tubercular, malignant, or other disease of the caecum, or even the colon. In the case of a medical man on whom I operated, and who ultimately sank from exhaustion, the maesocolon was found dissected by pus from the caecum to half-way along the transverse colon, but there was no trace of disease in the appendix. I opening of an abscess, a faecal fistula often remained for years. When the fistula was retro-peritoneal, perhaps the best thing to do was to trephine through the ilium, and so get good drainage. When the fistula was anterior, probably the best treatment was to cut out a piece of the gut and perform an anastomosis. The operation was no doubt a dangerous one, but it was better on the whole to risk it than to let the patient continue the miserable life that the existence of an anterior fistula implied. Dr Leith said that he had devoted some attention to the subject of the causation of appendicitis, mainly from the anatomical side. He had examined a large number of bodies in the post-mortem room, especially with regard to the position of the vermiform in relation to the caecum and its peritoneal reflections. He had tried to find out how a kink could take place. By cutting out the caecum, tying it below, and injecting from the ileum, he was always able to inject the appendix, but in no case to make it kink. He thought that if kinking took place it must be brought about by vermicular movement of the intestines, unless the vermiform itself was capable of vermicular movement. The whole of the arterial supply of the appendix came through its peritoneal reflection, and was very abundant.
Appendicitis was probably not due to deficiency of primary blood-supply. The relations of the peritoneum to the appendix were very intricate. In some cases the caecum was not covered by peritoneum behind. With regard to tuberculosis as a cause of appendicitis, statistics had been compiled which showed that tubercular ulceration was more common in the vermiform appendix than in any other part of the alimentary canal. He was satisfied that a catarrhal condition was very common, and probably as a result of previous attacks of this the lumen of the appendix was in some cases very small. It was specially apt to be constricted where the peritoneal reflection ended, about the middle of the organ. He had not in any case found a foreign body in the appendix. It was rarely empty, however, usually containing some mucus.
Prof. Struthers, referring to Dr Leith's remarks, said that the caecum always had peritoneum all round; at least he had always found it so. 
